INTRODUCTION
This paper is intended to open a discussion on three questions relating to the past, present and future of geriatric medicine. It does not provide definitive answers. The aim is merely to set out some of the fundamental issues which need to be considered by those concerned with the health care of older people in the UK before they reach conclusions and decisions on what the future structure and policies of health services should be.
THE PAST
Here we shall consider the part which the medical specialty of geriatric medicine has played in enhancing the health care available to older people since the Second World War. Today, more men and women survive into their eighth, ninth and tenth decades than was the case 50 years ago. However, their increased expectations, in women in particular, is due as much to the quality of health care they received when younger, as to improvements in the care available to them in their 70s, 80s or 90s.
However, since throughout the western world people are living longer factors other than the formation of a specialty of geriatric medicine-which was a structural health care system feature in the UK only-must have been involved. Indeed, if average life years' expectancy were to be used as the sole criterion of the effectiveness of health care provision for old people, the UK's geriatric specialty would prove superior to the provisions made in many other western countries1.
If the specialty provision in the UK cannot take credit for extending the life expectancy perhaps it can claim success in reducing the burden of morbidity, particularly that involving permanent disability and functional incapacity, at older ages. The evidence for improvement or deterioration in the health status of successive cohorts of 70 or 80-year-old survivors in this country and elsewhere is still in dispute. Some studies suggest that there has been no improvement in the ratio of disability-free to total years' life expectancy or in a compositive measure of 'health expectancy' in the past two or three decades2: others appear to point to more positive indicators of improved subjective or objective quality of life measures over time3.
Once again, if such indicators are used as criteria of effectiveness, there are no indications that the existence of a specialty in Britain has given this country any advantages over other ways of providing medical services to older citizens.
So how can we assess the contribution made to the longevity or morbidity experience of several generations of old people by the pioneers of geriatrics in this country and their successors? Is there anything by which to judge the significance of their work? At this stage it is appropriate to examine the arguments which have been advanced by both the sceptics and the proponents of the specialty.
Most of the early opponents of the elevation of geriatric medicine to distinct specialty status were general physicians. Their opposition could, however, be interpreted as biased. The expansion of medical knowledge lead to the growth in the numbers of specialists in particular pathologies or body systems. Acceptance that the diseases of childhood were of a different order from those of adults had restricted their access to patients at one end of the age scale. Although few of the elite general physicians were actively engaged in the medical treatment of more than a sprinkling of old people, they were reluctant to concede an upper age limit to their competence as well. Those who had worked pre-war in the voluntary, and particularly in the teaching, hospitals also feared that giving consultant status to the medical superintendents of municipal (erstwhile poor law) hospitals could both divert resources from their own hospitals and lower the standing and power of consultantships generally.
The opposition to separate specialty development, however, could not merely be attributed to self-interest on the part of those who believed that their own authority or position would be undermined by the development of a distinct specialty. There were some more cogent and legitimate grounds for questioning it which surfaced soon after the war and still persist.
First, it can be powerfully argued that ageing is a continuous process. There are no distinct biological changes let alone a specific chronological age which can legitimately mark the entry of individuals into a new life stage legitimately labelled 'old'. It follows that the artificial imposition of an age distinction to determine the kind of specialist service offered constitutes a form of ageism, ultimately discriminatory practice destined to disadvantage, to ghettoize older people generally. This is particularly so when advances are being made in general medicine and surgery which would benefit older people but from which they may be excluded if their general practitioners (GPs) are forced or choose to refer them to geriatric care rather than to consultants in specific medical or surgical specialties in the first instance.
The separation of geriatrics from mainstream general medicine, according to its critics, also disadvantages older people by depriving them of the services of those in medicine and nursing with the most innovatory ideas. This assertion is made by those who believe that most health personnel prefer to work with an age-mix caseload, comprising young, middle-aged and older adults. If faced with a choice of only one such category, few choose to work with the old. In this, they reflect the endemic ageist prejudices of the society of which they are a part. Those who ultimately come to work in geriatric departments are, it is claimed, more likely than others to do so only after they have had to abandon their primary career aim.
The possible ageist affects of labelling services for older people, 'geriatrics'-however well meaning and accurate has already been conceded. Many hospital and medical school departments now avoid the use of the term, calling themselves some version of a euphemism which is believed less likely to cause offence to the older people.
Another, powerful argument to end the distinction between general medicine and geriatric medicine specialists is that the increase in the number and proportion of older people in the population at large means that the medical enterprise itself is increasingly about their curative, preventive, rehabilitative and palliative treatment. If this is to be fully recognized by the institutions charged with preparing future doctors for practice, they must cease to give the impression that the pathologies associated with ageing and old age are of only marginal medical interest. All the knowledge acquired by gerontologists and geriatricians must be absorbed into, and become central to, the core of essential medical knowledge and practice. The comparatively puny research effort expended on the problems more commonly encountered at this end of the life span must come to be seen as unacceptable by the entire profession.
The countervailing arguments of those who have energetically promoted the development of the specialty and believe that it should not be simply merged into other specialisms are equally cogent. They assert that the pre-war legacy of the 'warehouse' disposal of poor elderly people might have persisted far longer than it did but for the initiative, ingenuity and dedication of the early proponents of the specialty. They succeeded against many odds and prejudices in securing resources, establishing training posts, penetrating medical faculties with their insistence that the medical needs of older people required as much skill and established much better mechanisms for inter-professional, community/hospital collaboration and cross sectoral work than most of their fellow consultants had been willing or able to do. Although the UK model has not been copied exactly elsewhere, many features have been adopted.
Some claim that when there is an age mix in hospital wards, the needs of younger people will take precedence, given the endemic ageist attitudes which are only too often shared by hospital personnel as well as the general population. Geriatricians rightly cannot trust other consultant specialists generally to take as much interest or possess as great a knowledge about the holistic problematic issues older people face. They see themselves as having developed a much wider holistic approach to caring for their patients: an approach which recognizes the significance of taking family relations and community resources into account as well as the physical or mental condition of the individual patient. For this reason, they advocate the extension of a system of internal hospital referrals. In this way they retain general responsibility for individuals in their care while ensuring that they are able to obtain the specific medical or surgical treatments which these patients require.
The tension between these two views about the best way to provide high quality specialist medical care has not had wholly negative results. It has promoted more critical thought about the nature of the health issues facing older people, and the importance of challenging received wisdoms about how best to serve them. Nevertheless, it is important to be aware of the role which narrower professional objectives may play in muddying the waters and influencing judgments about the policies to pursue.
THE PRESENT
Currently, health service purchasers working within restricted finite budgets look for providers who will give best value for money. GP budget holders are encouraged to reduce their requests for hospital care if they possibly can. It is not paranoid to suggest that there will be some temptation to cut corners, where the very old are concerned. After all it appears very reasonable to argue that, by and large, the old have a much shorter life expectancy than younger people. It would follow, therefore, that where resources are limited, priority should be given to the latter.
Furthermore, other things being equal, the providersnow mostly the various Trusts-will have an interest in admitting patients who are statistically the best bet for speedy recovery and discharge, and here youth wins. They may, therefore, put a good deal of pressure on geriatric specialists as well as others to speed the discharge of older people whose need for intensive nursing care or medical supervision is spasmodic rather than continuous, on the specialized knowledge as any otlier medical task. They also I JOURNAL OF THE ROYAL SOCIETY OF MEDICINE Supplement No. 32 Volume 90 1997 grounds that government policy is to activate community rather than hospital-based health and social welfare care, in the possibly mistaken view that it is cheaper and more effective.
There is no doubt that many hospital doctors are finding this last policy incompatible with their view of what constitutes good quality medical care. They worry, with much justification, that patients may be discharged to their own or residential homes where the services they require for continuing planned rehabilitative or palliative care are not available. Furthermore, they know that the pressure they and their co-health workers are forced to put on the over-burdened and stressed social service departments to find alternatives to hospital care does nothing to promote the teamwork and mutual trust they have spent years building up at local and distriact level.
It is, of course, difficult to hypothesize about what could have been achieved for the care of older people if the government policy of the internal market and competitive concern for cost efficiency had not been salient features of the so-called 'reforms'. Most knowledgeable academic commentators with no political axe to grind, and some of those on both sides of the fence, seem to accept that some facets of the enforced structural and procedural changes were overdue, and many of the measures are unlikely to be rejected under a new government of any political commitment. But, in the interests of social equity, special interest groups, such as all those whose objective it is to provide the highest possible standard of health and welfare provision for older people, must ensure that the needs of the latter are given as much consideration as are those of the rest of the population.
THE FUTURE
Given the objective not merely of maintaining but improving the quality of services provided to older individuals in our society, it is essential for those who are playing an actual or potential leadership role in the enterprise at national, regional, district or local level to ask how the role of the specialist in geriatric medicine should be primarily conceived of in the future. There are various options.
Should the role in future be seen as:
1 A hospital-based clinician concentrating on research and the treatment of very elderly patients with multiple pathologies, including possibly cognitive deficiencies, other handicaps leading to functional disabilities, and deficits in their informal social support networks? 2 A specialist available essentially to provide second opinion advice on the holistic management of older people primarily for general practice family doctors but also for specialist consultants in the hospital sector? This role might involve relinquishing current clinical responsibilities and the control of beds or wards in hospital. It would be closer to that of the pathologist, available to fellow practitioners rather than to patients directly. The difficulty of establishing the legitimacy of such a role would be in persuading others of the value of their research-based knowledge 3 A general physician with a specialism in the treatment of older people, working from within the general medical wards of the hospital sector? 4 A part-clinician, part-epidemiologist, part-advocate, sited in the purchaser's office (i.e. the District Health Authority) with the tasks of: advising it on the health and social needs of older people in the district; increasing knowledge of those needs; providing 'evidence-based' advice on how best to meet those needs; and of spreading the knowledge of recent advances to front-line personnel and monitoring performance in meeting health care objectives?
These are four radically different scenarios of the potential future functions of those now involved in geriatric medicine as well as of future practitioners. It may be argued that some of the options are non-starters because of the disruption they would cause to present provision or because they would not attract enough individuals willing to undertake such roles. Nevertheless, some of the elements included in all four hypothetical future roles are being undertaken to some extent or other at present. It may be optimal in the future to accept a mix of functions and a flexibility which will allow individuals to carve out a course which suits them and/or the particular circumstances in which they now work. What is needed is for those in clinical posts in the National Health Service to be more analytical-to become more aware-of the ways in which work tasks are constructed, and to have more impact on the decision-making. The analysis should not be left solely in the hands of managers. There is a need for the caring professions themselves to make and grasp opportunities to re-think and re-construct procedures and practices better to fulfil the obligations they have accepted for caring for those whose needs they are seeking to meet.
